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EXECUTIVE SUMMARY

PURPOSE

The Maine Shared Community Health Needs Assessment
(Maine CHNA) is a collaborative effort between Central
Maine Healthcare (CMHC), MaineGeneral Health (MGH),
MaineHealth (MH), Northern Light Health (NLH), and the
Maine Center for Disease Control and Prevention, an office
of the Department of Health and Human Services (Maine
CDC). This unique public-private partnership is intended to
assess the health needs of all who call Maine home.

Mission: The Maine Shared CHNA is a dynamic
public-private partnership that creates shared
Community Health Needs Assessment reports,
engages and activates communities, and supports
data-driven health improvements for Maine people.

Vision: The Maine Shared CHNA helps to turn
data into action so that Maine will become the
healthiest state in the US.

DEMOGRAPHICS

As of 2016, the population of Maine is estimated to be
1,329,923 with 18% of the population over the age of
65. The population is predominantly white (94.8%); 1.5%
are Hispanic, and 2.0% are two or more races. The
median household income has increased significantly
since 2011 and was $53,079 in 2016, compared to the
national average of $57,617. Educational attainment has
improved over time. The high school graduation rate has
increased significantly from 83.8% in 2011 to 86.9% in
2017 and the percentage of residents with an associate's
degree or higher also increased from 35.3% in 2011 to
(39.9%) in 2016.

There are nine public health districts in the state of
Maine: five are multi-county districts (Central, Downeast,
Midcoast, Penquis, and Western); three are single county
districts (Aroostook, Cumberland, and York); and one

is population-based (the Tribal District). Maine has 33
non-profit acute care hospitals, 16 of which are Ciritical
Access Hospitals. See Appendix D for details.

TOP HEALTH PRIORITIES

Attendees at the forums held across the 16 counties
in Maine identified a list of health issues in each of
their communities, through a voting methodology
outlined in Appendix C: Methodology. See Table 1 for
the ranking of state level health priorities based on
county level votes.

Table 1. State of Maine Health Priorities

NUMBER OF COUNTIES

PRIORITY AREA THAT IDENTIFIED THE

PRIORITY AREA

Mental Health 16
Substance Use 16
Access to Care 15
Social Determinants of 15
Health

Older Adult Health/ 10
Healthy Aging

Physical Activity, 6

Nutrition, and Weight

NEXT STEPS

This assessment report will be used to fulfill Public
Health Accreditation Board (PHAB) requirements for
state and local public health departments. Required
activities include:

¢  Obtaining input from the community, including
providers and communities served, on leading
health issues and unmet needs

¢ Evaluating previous actions taken to address
needs identified in previous assessments

e Choosing (with justification) which health needs
should be addressed

e Creating an informed State Health Improvement Plan
In the coming months and years, policymakers,
non-profits, businesses, academics, and other com-

munity partners may also use these reports for their
own strategic planning purposes.
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HEALTH PRIORITIES

Health priorities for the state were developed based on
the county community engagement and prioritization
process. The forums were an opportunity to review the
County Health Profiles, discuss community needs, and
prioritize in small break-out sessions, followed by a
forum session vote. Table 2 lists the six priorities which
arose from tallying the priorities, based on votes, on in
each County. Rows highlighted in pink are the state-
level priorities that are explored further in this report.
See Appendix C: Methodology for full description of
the methodology used in identifying priorities.

This section provides a synthesis of findings for each
of the top six statewide priorities. The discussion of
each priority draws from several sources including the
data in the state and county health data profiles, the
information gathered through community engagement
discussions at the community forums, and key infor-
mant interviews. See Appendix C for the complete
methodology for all of these activities. The number

of counties who identified each health issue as a top
priority is reported in the second column.

Table 2. State of Maine Health Priorities,

2018-2019

PRIORITY AREA

No. OF COUNTIES
THAT IDENTIFIED THE
PRIORITY AREA

Nutrition, and Weight

Mental Health 16
Substance Use 16
Access to Care 15
Social Determinants 15
of Health

Older Adult Health/ 10
Healthy Aging

Physical Activity, 6

Tobacco Use

Chronic Disease

Cardiovascular Disease
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MENTAL HEALTH

Mental health affects all segments of the population,
regardless of age, socioeconomic status, race/ethnic-
ity, or gender. Poor mental health contributes to a num-
ber of issues that affect both individuals and commu-
nities. Mental health disorders, when left unmanaged,
may affect an individual's ability to form and maintain
relationships with others, cope with challenges, and
lead a healthy and productive life. Individuals with
serious mental illness (e.g., major depression or
schizophrenia) are at a higher risk of developing other
medical conditions, including cardiovascular disease,
diabetes, stroke, and Alzheimer’s disease. While the
reason for this link is unclear, research suggests that
those with mental illness may experience more barriers
to medical care and prevention strategies and may find
it harder to care for themselves.!

More than 25% of adults with a mental health disorder
also have a substance use disorder; this comorbidity
occurs more among adults with depression, anxiety
disorders, schizophrenia, and personality disorders.
While poor mental health may lead to drug or alcohol
use, the reverse can also be true—the use of certain
substances may cause individuals to experience
symptoms of a mental health disorder.?

QUALITATIVE EVIDENCE

Across the state, community forum participants and
key informants spoke of a lack of access to mental
health care and the resulting burden on schools and
employers. Mental health concerns included depres-
sion, suicidality, isolation, trauma, and breakdown of
family units. While many identified a need for behav-
ioral health services in general, inpatient and pediatric
services were named as specific gaps in the spectrum
of care.

Although mental health issues affect all individuals,
participants across county community forums identi-
fied youth, post-partum women, and individuals with
a substance use disorder as populations who were
most at risk for poor mental health, or as segments
who had unique mental health needs. At-risk youth
included those whose parents had a substance use
disorder. There was discussion of the need to focus

MAINE 2019 CHNA  WWW.MAINECHNA.ORG

on the impact of Adverse Childhood Experiences
(ACEs), and how community services should build
resilience and promote mental wellness for those
at-risk and affected. ACEs are stressful or traumatic
events, such as abuse, neglect, and substance abuse
or mental iliness within the household, which are
strongly correlated to the development of physical and
mental health issues for those exposed to them.® Many
community forum participants discussed the need for
increased education, training, and child psychiatrists
to work with youth populations. In some community
forums, discussions focused on a need to consider
and address the social factors that are contributing

to high rates of sadness and hopelessness among
high school and middle school students. There was
also discussion about the impacts of child abuse,
foster care, parents with substance use issues, lack of
support and education for parents, and the need for
behavioral health interventions across multiple settings
(e.g., schools, at home, healthcare).

For the lesbian, gay, bisexual, transgender, and queer/
questioning (LGBTQ) community, some community
forum participants identified the need for culturally
competent providers, especially for LGBTQ youth

and older adults. Key informants working with LGBTQ
populations suggested that many medical
professionals receive little education and training
around how to meet the needs of non-heterosexual
individuals. LGBTQ populations are more than three
times as likely to experience major depression and
anxiety disorder.

Across counties, many community forum participants
identified a need for individual and community-level
support programs to improve mental health, such as
support groups in schools. Offering support groups

in schools would be one way of improving access to
services for youth. Support for grandparents and care-
givers, especially those caring for children as a result
of substance use in the home or a traumatic event,
was identified as a missing community resource.



Stigma, or the disapproval or discrimination against

a person based on a particular circumstance (e.g.,
mental health condition), was identified by several
participants as a major barrier to care. Stigma prevents
individuals from receiving the help they need, as
individuals with a mental health issue may not seek
care for fear that they will be shamed or discriminated
against. Across the state, community forum partici-
pants called for more education aimed at providers
and residents to reduce the burdens and stigma
associated with mental health issues.

QUANTITATIVE EVIDENCE

In Maine:

¢ The rate of suicide deaths per 100,000 was 16.6
in 2011 compared to 15.9 in 2016. This is signifi-
cantly higher than the national rate of 13.5 in 2016.

e The percentage of high school students reporting
being sad or hopeless for two weeks in a row
increased from 22.7% in 2011 to 26.9% in 2017.

e The percentage of adults reporting current symp-
toms of depression declined from 10.7% in 2011
to0 8.1% in 2016.

* The percentage of adults who have ever been
told they have anxiety by their health provider
increased from 19.3% in 2011 t0 22.4% in 2016.

Health Equity:

¢ Rates of lifetime diagnosed depression were
higher among individuals who are American Indian
or Alaskan Native (33%) and two or more races
(34.6%) compared to those who are white (23%).

e Rates of lifetime diagnosed depression were
highest among those with less than a high school
diploma (36.5%) as compared to those with a high
school diploma or GED (21.2%), and those with a
bachelor’s degree or higher (14.9%).

¢ Rates of diagnosed depression were higher among
females (25.9%) than males (16.0%).

Figure 1. Maine: Sad/Hopeless for 2 Weeks in a
Row (High School)
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e Suicide deaths were significantly higher among
males (24.3 per 100,000) than females (7.9 per
100,000) in 2016.

e The rate of high school students who seriously
considered suicide was significantly higher among
students who identified as bisexual (42.9%), gay
or lesbian (36.3%), or other sexual orientation
(24.2%), compared to students who identified as
heterosexual (10.8%).

See the Key Indicators Table starting on page 37,
as well as the 2018 State Health Profile, Health
Equity Data Summaries, County Profiles, and other
data reports on www.mainechna.org. These docu-
ments also include information on data sources and
definitions.
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COMMUNITY RESOURCES TO ADDRESS MENTAL HEALTH

Table 3 lists types of assets and gaps, statewide organizations, and types of regional, county or local
organizations identified across multiple community forums.

Table 3. Assets and Gaps/Needs: Mental Health

ASSETS GAPS/NEEDS

e Mental health providers e Mental Health for children and older adults

¢ Hospitals e Culturally sensitive care

¢ Federally Qualified Health Centers * More resources for community health programs
¢ A National Alliance for Mental lliness (NAMI Maine) ® Access to preventative care

e MaineCare expansion * Normalizing mental health conditions to reduce

stigma and discrimination
e Housing
e Transportation
¢ Universal mental health screening
* Increased access for those who are uninsured
¢ Increased access to inpatient and outpatient services
* Increased use of telehealth services

¢ More education about ACEs to build resiliency and
understand them better
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SUBSTANCE USE

The Substance Abuse and Mental Health Services
Administration (SAMHSA) estimated that 8% of adults
in the United States have had a substance use disorder
in the past year.* Tobacco, alcohol, marijuana, and
nonmedical use of prescription pain relievers (e.g.,
OxyContin, Vicodin) are the leading substance use
health issues for adults.® Tobacco, alcohol, and mar-
ijuana are the most common substances misused by
adolescents, followed by amphetamines (e.g., Adderall)
and nonmedical use of prescription pain relievers.®

Those with substance use disorders often face a
number of barriers that limit access and hinder engage-
ment in care. One study estimates that more than

50% of individuals with mental health and substance
use disorders are not engaged in needed services.’
Barriers to care include a lack of education, awareness,
and understanding around the signs, symptoms, risk
factors, and consequences associated with substance
misuse, social stigma, and workforce shortages.
Statewide, many forum participants and key informant
interviewees identified gaps in access to substance
use treatment and recovery services. Finally, those who
are uninsured or underinsured are more likely to face
barriers to care, and historically, coverage for treatment
services has been less comprehensive than for physical
health services. This is further complicated by the cost
of co-pays, transportation, and medications, even for
those who are eligible for free or discounted services or
for those with commercial insurance, as many private
substance use treatment providers do not accept
insurance and require cash payments.

QUALITATIVE EVIDENCE

Opioid use disorder was the leading substance use
issue discussed in community forums across the state.
Participants discussed the need for more comprehen-
sive, accessible, and affordable services to help those
in need. Specifically, they identified a need for imme-
diate access to services in urgent care and integrated
care models, and for services that support people
through relapse and long-term substance use disorder,
intensive outpatient services, faith-based programs,

short and long-term inpatient services, harm reduction
(e.g., needle exchange), peer recovery supports, and
case management services. The stigma attached to
substance use disorder among the community and
providers was identified by forum participants and

key informant interviewees as a foundational barrier
to access that requires community collaboration and
engagement to address.

Community forum participants across the state were
also concerned with ensuring timely and effective
support for both parents or guardians with substance
use disorders, especially those not receiving treatment,
and for the children of these parents and guardians.
The need for services and support for the children of
parents that are affected by substance use disorder
was seen as particularly important, as growing up
under these conditions was one of the primary
Adverse Childhood Experiences of concern.

Key informants identified a number of priority health
issues for individuals with substance use disorders and
those in treatment/recovery. This included education
and outreach around how to access healthcare and
treatment options, routine basic health care (primary
care, dental care), and care that addresses co-occurring
mental health and substance use conditions. Informants
also identified needs specific to youth, including
information on where and how to access treatment

and better access to confidential services. Another key
theme was the need to provide better access to many
of the resources that make up the social determinants
of health such as affordable, safe, and supportive
housing, transportation, and nutritious foods.

Tobacco, alcohol, and marijuana use were also iden-
tified as issues of concern. Tobacco and alcohol use
are known risk factors for a number of chronic and
complex conditions, including dependence, cancer,
respiratory diseases, cardiovascular diseases, and liver
disease. They may also contribute to mental health
issues, obesity, and cognitive decline. The increased
use of e-cigarettes (also called vaping or Juuling), was
identified as a risk factor for nicotine dependence,
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especially for youth. Some community forum partic-
ipants identified marijuana use as an emerging con-
cern. There was also a lack of clarity on health effects,
recreational versus medicinal use, and the short-term
and long-term impacts of legalized marijuana for both
individuals and communities.

QUANTITATIVE EVIDENCE
In Maine:

e Alcohol induced deaths increased between 2011
and 2016 from 7.4 to 11.8 per 100,000, which is
significantly higher than the national rate of 9.5.

¢ Drug induced deaths increased between 2011
and 2016 from 12.0 to 29.7 per 100,000, which is
significantly higher than the national rate of 20.8.

e Overdose deaths increased between 2011 and
2016, from 11.7 to 28.5 per 100,000 population,
which is significantly higher than the national rate
of 19.8.

¢ Drug affected infant births increased between
2011 and 2017 from 52.6 to 77.9 per 1,000 births.

Health Equity

e Past-30-day misuse of prescription drugs among
high school students was higher for bisexual
(8.7%), gay or lesbian (10.9%), and other sexual
orientation (11.1%) students compared to hetero-
sexual students (5.0%).

e There were no significant differences in past
30-day misuse of prescription drugs among adults
by sexual orientation, race, ethnicity, or sex.

See the Key Indicators Table starting on page 37,
as well as the 2018 State Health Profile, Health
Equity Data Summaries, County Profiles, and other
data reports on www.mainechna.org. These docu-
ments also include information on data sources and
definitions.

Figure 2. Overdose Deaths
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COMMUNITY RESOURCES TO ADDRESS SUBSTANCE USE

Table 4 lists types of assets and gaps, statewide organizations, and types of regional, county or local
organizations identified across multiple community forums.

Table 4. Assets and Gaps/Needs: Substance Use

ASSETS GAPS/NEEDS

¢ Maine Substance Use Prevention Services grantees * Increased funding for prevention
* Medication-Assisted Treatment ¢ Prevention strategies for age birth and up
¢ Residential Treatment Facilities e More prevention in schools
¢ Suboxone clinics * Transition housing
e Licensed Drug and Alcohol Counselors and Certified e Structure/reimbursement for treatment services
Alcohol and Drug Abuse Counselors providers * Increased inpatient availability and outpatient follow-
¢ Licensed Master Social Workers and Conditional and up and accountability
Licensed Clinical Social Workers providers o Local residential care/methadone
* Recovery centers * Greater access to jobs
e University of Maine training programs for workforce * Increased number of recovery coaches (potential
development opportunity for students)
¢ Controlled substance initiative o Coordination of efforts
¢ Alcoholics Anonymous and Narcotics Anonymous « Transportation to groups and appointments
¢ Strong community engagement to address * Cost of treatment providers
substance use o .
e Certified recovery coaching
¢ Increased access to counseling for long term or
intensive care
e Stigma/lack of support
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ACCESS TO CARE

Whether an individual has health insurance—and

the extent to which it helps to pay for needed acute
services and access to a full continuum of high-quality,
timely, and accessible preventive and disease manage-
ment or follow-up services—is critical to overall health
and well-being. Access to a usual source of primary
care is particularly important, since it greatly affects
the individual’s ability to receive regular preventive,
routine, urgent care, and to manage chronic condi-
tions. Though the percentage of uninsured individuals
in Maine has slightly declined over time (from 10.7%

in 2011 to 8.0% in 2016), lack of insurance or being
uninsured and underinsured remain a leading barrier to
accessing health care in Maine. Medicaid expansion,
which holds the promise of providing health insurance
coverage for an additional 70,000 Mainers, was signed
into law on January 3, 2019.

Barriers to accessing care also include the availability
and affordability of care. Low-income individuals,
people of color, those with less than a high school
diploma, rural residents, and LGBTQ populations face
even greater disparities in health insurance coverage
compared to those who are heterosexual, white, and
well-educated. More information on health disparities
by sex, race, Hispanic ethnicity, sexual orientation,
educational attainment, and income can be found on
our website, www.mainechna.org.

QUALITATIVE EVIDENCE

Many community forum participants and key infor-
mant interviewees identified Medicaid expansion as

a critical component of improving access to health
care in Maine. With expansion, key informants and
forum participants recognized the need for enroliment
supports such as the former program “Connecting
Kids to Coverage.”

Beyond insurance, forum participants across the state
discussed the need for consistent provider relation-
ships and affordable medications. Access to affordable
medications was identified as a concern, especially for
those with chronic or complex medical conditions and
disabilities. Continuity of care, specifically the ability to
maintain a relationship with a single provider over time,

MAINE 2019 CHNA  WWW.MAINECHNA.ORG

was identified as an important component of access
to care. Related to this, community forum participants
identified a need to recruit and retain providers long-
term. In discussions at community forums, some
participants identified a need to improve coordination
of services to create patient-centered medical homes.

Telemedicine was identified as a potential strategy

in improving access to care for those in rural areas.
However, there were issues identified that could chal-
lenge its effectiveness, including access to broadband,
specialized equipment, and education for patients

and providers on how to use and access services.
There was also concern that while telemedicine could
improve access, it would not address issues of isola-
tion. However, it may be a service that could be utilized
to create touch-points where there were none before;
for example, individuals could keep appointments in
foul weather by utilizing telehealth platforms.

Health literacy, navigation of health resources, and
access to health care that is both culturally and linguis-
tically competent was identified as a critical barrier to
care for immigrants and refugees. Community outreach
and support for those who may not trust or understand
the health system was identified as a need in several
counties. Key informants also identified treatment bias
for those with physical disabilities, mental health con-
ditions, and substance use disorders. In some cases
providers have limited capacity in terms of equipment
or experience in caring for individuals with disability.
This included those with physical or developmental
disabilities that experienced limitations on specific
services (e.g., providers with accessible equipment and
capacity to provide dental and gynecology services).
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QUANTITATIVE EVIDENCE

In Maine:

The percentage of the Maine population that

is uninsured declined between 2011 and 2016
from 10.7% to 8.0% and was comparable to the
national average in 2016 of 8.6%.

The percentage of individuals who reported being
unable to obtain healthcare due to cost declined
from 2011 and 2016 from 11.6% to 10.8%. This
compares to a national average of 12.0%.

In Maine, nearly 19.3% of bisexual residents, and
22.5% of residents who identified as something
other than gay, lesbian, bisexual, or heterosexual,
were uninsured, compared to 11.6% of
heterosexual residents.

Health Equity:

The rate of adults reporting that they were unable
to receive medical care or delayed medical care
due to cost had disparities by race, ethnicity, sexual
orientation, and income.

By race, the rate was higher for African Americans

(22.4%), American Indians or Alaskan Native
(20.3%), and two or more races (16.4%) as com-
pared to whites (10.3%).

By ethnicity, the rate was higher for Hispanic
(18.4%), than non-Hispanic (10.5%).

By sexual orientation, the rate was higher among
adults who identified as bisexual (21.4%) and gay
or lesbian (14.4%) as compared to those who
identified as heterosexual (10.1%).

Figure 3. Unable to obtain care due to cost
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By income, the rate was 20.9% for those adults
who earn less than $15,000 per year, 18.0% for
those who earn $15,000-$24,999, 12.5% for those
who earn $25,000-$34,999, 8.5% for those who
earn $35,000-$49,999 and 6.0% for those who
earn $50,000 or more.

See the Key Indicators Table starting on page 37,
as well as the 2018 State Health Profile, Health
Equity Data Summaries, County Profiles, and other
data reports on www.mainechna.org. These docu-
ments also include information on data sources and
definitions.
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Table 5. Assets and Gaps/Needs: Access to Care

* Peer Navigator programs and models

e Community health workers

e Transportation

¢ Hospital services

e Community Action Program (CAP) agencies
e Federally Qualified Health Centers

* Prescription assistance programs

¢ Hospitals

e MaineCare expansion

¢ Local transportation services through volunteer and
non-profit partners

¢ Telehealth
¢ MaineCare covered transportation

COMMUNITY RESOURCES TO ADDRESS ACCESS TO CARE

Table 5 lists types of assets and gaps, statewide organizations, and types of regional, county or local
organizations identified across multiple community forums.

ASSETS GAPS/NEEDS

e Mental Health for pediatrics and home-bound older
adults

e Culturally sensitive care

¢ More resources/community health programs
¢ More funding for community organizations

e Comprehensive integrated care

¢ Transportation solutions

¢ Better coordination of electronic medical records
¢ Preventative services

e Affordable prescriptions

e Patient education

¢ Wellness coaches

e Lack of providers

MAINE 2019 CHNA  WWW.MAINECHNA.ORG
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SOCIAL DETERMINANTS OF HEALTH

The social determinants of health are the conditions in
which people live, work, learn, and play that affect their
health. Factors include socioeconomic status (e.g.,
education, income, poverty), housing, transportation,
social norms and attitudes (e.g., racism and discrimi-
nation), crime and violence, literacy, and availability of
resources (e.g., food, health care). These conditions
influence an individual’s health and define quality of life
for many segments of the population, but specifically
those that are most vulnerable. According to the Kaiser
Family Foundation, social factors like education,
racism, and poverty accounted for over a third of total
deaths in the United States.?

The social determinants of health that arose during
community forum discussions across the state were
transportation, housing, food insecurity, and Adverse
Childhood Experiences (ACEs).

QUALITATIVE EVIDENCE

A dominant theme from key informant interviews

and community forums was the tremendous impact
that the underlying social determinants, particularly
housing and transportation, have on health. Access
to affordable and reliable forms of transportation was
problematic, especially in rural areas, but also for
low-income individuals in the more populated parts
of the state. The cost of owning a personal vehicle,
the cost insurance and repairs, and the status of a
divers license, including suspensions and revocations,
may all contribute to a lack of access to transpor-
tation. Lack of access to a personal vehicle can be
especially challenging in areas without reliable public
transportation, like rural Maine. This may result in
difficulty accessing health services, employment, and
basic necessities (e.g., food, clothing, medication).
The issue is further complicated for older adults with
mobility impairments and individuals with disabilities
who require specialized forms of transportation or
extra assistance.

Community forum participants and key informant
interviewees also identified access to safe and afford-
able housing as a key determinant of health. Particular

concern was expressed for older adults who may no
longer be able to stay in their homes (for financial or
safety reasons), those in recovery from substance
use disorder, and immigrants and refugees. Specific
areas of concern included access to safe housing
(specifically for immigrants and refugees), housing
affordability for older adults and individuals on fixed
incomes, limited housing stock, and barriers for those
with challenging rental histories. In some communities,
housing stock may be old or in need of repairs, which
creates unsafe and unstable living environments.

Food insecurity was also identified as a significant
concern, especially for youth, low-income families,
and older adults. Discussion centered on the need to
consider policy solutions to address food insecurity,
and support for existing resources such as the
Supplemental Nutrition Assistance Program (SNAP),
food pantries, soup kitchens, and Meals on Wheels.
SNAP benefits were identified as an asset; however,
families’ ability to access healthy food may be chal-
lenged by lack of access to transportation and the
quality of food available. Schools and school nutrition
were discussed as important factors in addressing
food insecurity, and concerns were voiced in many
communities about the need to reduce food waste

in the schools and increase the time that children are
given to eat meals.

There was discussion of the need to focus on ACEs
in the context of opioids, substance exposed infants,
and supporting grandparents raising grandchildren.
Several community forum discussions centered on
the desire to support youth wellness by screening

for and addressing ACEs. This included a need for
education on the impact of ACEs and how to address
ACEs among school professionals, providers, and the
general community.
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QUANTITATIVE EVIDENCE
In Maine:

e The percent of children living in poverty declined
between 2011 and 2016 from 18.7% to 17.2%
compared to the national average of 21.1%.

e The percent of individuals living in poverty declined
between 2011 and 2016 from 14.1% to 12.5%
compared to the national average of 14.0%.

¢ The percentage of high school students who
reported at least three adverse childhood
experiences was 23.4% in 2017.

e The percentage of households that lack enough
food to maintain healthy, active lifestyles for all
household members declined between 2011
and 2015 from 15.7% to 14.8% compared to the
national average of 13.4%.

Health Equity:

The rate of individuals earning less than $25,000
per year varied by race, ethnicity, education, sexual
orientation, and sex in 2011-2016:

e By race, 57.3% of American Indian or Alaskan
Natives, 59.3% of black or African Americans,
and 48.2% of two or more races, compared to
28.4% of whites earned less.

¢ By ethnicity, 36.2% of Hispanics compared to
29.1% of non-Hispanics earned less.

e By education, 59.6% of those with less than a
high school diploma, compared to 36.2% of those
with a high school diploma, 23.4% of those with
some college, and 9.7% of those with a bachelor’s
degree or higher earned less.

e By sexual orientation, 49.1% of bisexuals, 35.5% of
gay or lesbians, 66.2% of those with other sexual
orientation, and 29.1% of those heterosexual
earned less.

¢ By sex, 29.5% of females and 24.0% of males
earned less.

See the Key Indicators Table starting on page 37,
as well as the 2018 State Health Profile, Health
Equity Data Summaries, County Profiles, and other
data reports on www.mainechna.org. These docu-
ments also include information on data sources and
definitions.
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Figure 4. The percentage of high school
students who reported at least three adverse
childhood experiences (2017)
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Figure 5. Rates of adult obesity and smoking
by educational level (2016)
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COMMUNITY RESOURCES TO ADDRESS SOCIAL DETERMINANTS
OF HEALTH

Table 6 lists types of assets and gaps, statewide organizations, and types of regional, county or local
organizations identified across multiple community forums.

Table 6. Assets and Gaps/Needs: Social Determinants of Health

ASSETS GAPS/NEEDS

Community based organizations

Community outreach workers

Area Agencies on Aging

Shelters

Public health services

Community health workers

Food and clothing drives

Healthy food options

Screening for social determinants of health needs

Nutrition counseling/healthy, affordable food options

Increase heating assistance
Affordable and safe housing
Community agencies collaboration
Neighbors Helping Neighbors
Screening for insecurities
Volunteer drivers

Workforce development including: education
about work ethics, skills training, professionals
to come into schools and talk to kids about job
opportunities, student success, post-secondary
education and training

Innovation center and funding

Adult role models

Instability in the home

Vehicles and transportation
Homelessness

Generational trauma

Training around ACEs/poverty/trauma

Healthy environments, social connections,
community spaces
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OLDER ADULT HEALTH/HEALTHY AGING

The World Health Organization’s definition of active
aging and support services are those that “optimize
opportunities for health, participation and security in
order to enhance quality of life as people age.” Maine’s
older population is growing in all parts of the state, and
it remains the oldest state in the nation as defined by
median age—44.7 compared to the national median
age of 38 in 2017. Gains in human longevity create

an opportunity for active lives well after age 65. As

this population grows in size, there is growing interest
in wellness in addition to the infrastructure of health
services for the older population. Aging in the same
home someone has lived in for many years is often pre-
ferred. However, this may be impossible for some older
residents, for financial, medical, or safety reasons. With
aging in place as a preferred lifestyle, concerns around
isolation can become more significant.

QUALITATIVE EVIDENCE

Community forum participants in many counties
discussed the need for a stronger continuum of
services for people as they age. Many felt that, as an
aging state, there was a need to support healthy aging
initiatives that considered comprehensive service plan-
ning, aging in place, and whole-person approaches

to healthy living. Access to nursing homes, long-term
care, and palliative care were identified as specific
service needs, particularly in rural areas of the state.

Socialization was discussed as an important protective
factor for cognitive decline and healthy aging. Many
forum participants and key informant interviewees
identified a need to educate providers and caregivers
on how to identify and address depression and isolation
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amongst older adult populations. Many participants felt
that loneliness and isolation impeded the ability of older
adults to live independently.

Limited access to transportation was identified as a
barrier to accessing health care for older adults, but
also access to other needed goods and services (e.g.,
groceries, prescriptions, physical activity). The rising
cost of care and prescriptions was also a key theme in
discussions around the health needs of older adults.
The need for affordable and safe housing, including
the need for heating fuel assistance, was identified as
a critical issue.

Access to forms of physical activity was a topic dis-
cussed at many community forums across the state.
Participants identified several benefits of continued
physical activity, including improved muscular and
cardiorespiratory fitness, mental health, mobility, and
reduction of cognitive decline. Some community forum
participants identified fall prevention as a priority issue
for older adults. The benefits of continued physical
activity include muscular and cardiorespiratory fitness,
reduced depression, and cognitive decline. Older adult
falls were highlighted as an area where more preven-
tion could reduce injury.

Forum participants identified a need for more edu-
cation and resources around improving cognitive
health, including programs that specifically addressed
Alzheimer's disease and dementia. Caregiving to
support aging adults, including but not limited to those
with cognitive decline, was also highlighted as a chal-
lenge. Support for those who care for individuals with
health issues and cognitive decline was also identified
as a critical need.
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QUANTITATIVE EVIDENCE Figure 6. Fall-related death (unintentional) rate

In Maine: per 10,000
e The percentage of the population age 65 and older

living alone did not change significantly between 14
2011 (45.3%) and 2016 (45.0%) compared to Maine

42.6% in the U.S. 12

e The percentage of adults with arthritis increased 10
between 2011 and 2016, from 29.5% to 33.7% .
compared to 22.7% in the U.S. 8 United States

e Fall-related deaths (unintentional) per 10,000
increased from 6.4 in 2011 to 11.8 in 2016, which 6
is significantly higher than the national rate of 9.1.

¢ The percentage of adults with cognitive decline
was 10.3% in 2016 which is comparable to the 9
national rate of 10.6%.

e The percentage of adults who reported caregiving 0
20 hours or more per week was 4.4% in 2015. 2011 2012 2013 2014 2015 2016

See the Key Indicators Table starting on page 37,
as well as the 2018 State Health Profile, Health
Equity Data Summaries, County Profiles, and other
data reports on www.mainechna.org. These docu-
ments also include information on data sources and
definitions.
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Changing culture/reducing stigma

Programs that allow people to age in place/age
friendly communities

Strong community networks/volunteers
Area agencies on aging
Falls prevention assessment/services

Supplemental Nutrition Assistance Program and
Education (SNAP-Ed)

Church and other community groups

COMMUNITY RESOURCES TO ADDRESS OLDER ADULT HEALTH/
HEALTHY AGING

Table 7 lists types of assets and gaps, statewide organizations, and types of regional, county or local
organizations identified across multiple community forums.

Table 7. Assets and Gaps/Needs: Older Adult Health/Healthy Aging

ASSETS GAPS/NEEDS

In home and other supports for folks living with
Alzheimer's

Affordable and safe housing

Aging in place

Better service/provider availability

Support to fight social isolation

Resources for families to support older adult care
Lack of volunteers and supports for older adults
Lack of promotion of fall prevention training
Follow up support

Health literacy

Home adaption

Polypharmacy

Housing/home maintenance

Structural support for caregivers

Transportation

Additional geriatricians

Additional long term care facilities
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PHYSICAL ACTIVITY, NUTRITION, AND WEIGHT

Lack of physical fithess and poor nutrition are among
the leading risk factors associated with obesity and
chronic health issues. Adequate nutrition helps prevent
disease and is essential for the healthy growth and
development of children and adolescents. Overall
fitness and the extent to which people are physically
active reduces the risk for many chronic conditions
and is linked to good emotional health. During the
past two decades, obesity rates in the United States
have doubled for adults and tripled for children. These
trends have spanned all segments of the population,
regardless of age, sex, race, ethnicity, education,
income, or geographic region.

QUALITATIVE EVIDENCE

Obesity was identified as an issue for both youth

and adults. Key informants, including school nurses,
suggested several reasons for the increase in obesity
among young people, including poor eating habits and
increased use of technology that leads to a sedentary
lifestyle. Several people identified a need to address
these issues within families to ensure that good habits
were developed and maintained in schools and within
the home. For adults, some forum participants identi-
fied a need to address mental health issues that may
contribute to overeating and sedentary lifestyle.

20

Physical activity needs for older adults and those

in rural communities were identified as particularly
important to address. For older adults, physical activity
is important for cognitive health, and depending

on where they live, safe access to exercise may be
limited. In rural communities, access may similarly be
limited to a few well-maintained sidewalks and walking
paths. There may be trails and recreational oppor-
tunities, but these are often not accessible to those
with limited mobility. In some communities, there are
recreational opportunities that exist that need greater
promotion and outreach to particular populations. For
example, youth programs such as Winter Kids and
Girls on the Run were identified as existing programs
for youth beyond traditional school sports activities.

There were many nutrition-related resources available
in communities. However, many community forum
participants and key informants were concerned with
individuals’ ability to access these resources, particu-
larly families with young children, those in substance
use recovery, and older adults. They felt these popu-
lations needed more education and targeted outreach
regarding available nutrition support programs.

At a policy level, one community forum discussion group
suggested that local employers increase insurance ben-
efits for employee wellness initiatives, and offer nutrition
assistance subsidies for local food production.
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QUANTITATIVE EVIDENCE
In Maine:

e The percentage of adults who are obese increased
between 2011 and 2016 from 27.8% to 29.9%.

e The percentage of adults who met aerobic activity
guidelines was 56.7% in 2011 and 53.9% in 2015.

e The percentage of high school students who were
obese increased between 2011 and 2017 from
12.9% to 15.0%.

e The percentage of high school students who
reported having five or more fruits and vegetables
a day was 16.8% in 2013 and 15.6% in 2017.

¢ The percentage of high school students who met
physical activity recommendations was 22.4% in
2013 and 20.3% in 2017.

Health Equity

The rate of obesity varied by race, educational attain-
ment, income, and sexual orientation.

e By race, the rate of obesity was higher for American
Indian or Alaskan Natives (37.0%) as compared to
black or African Americans (26.5%), two or more
races (27.3%), and whites (28.9%).

¢ By education, the rate of obesity was higher for
those with less than a bachelor’s degree (some
college 31.8%) compared to those with a bachelor’s
degree (21.9%).

¢ By income, the rate of obesity was significantly
higher for those with an income of $25,000-
$34,999 (34.2%), compare to those with an
income of $50,000 or more (27.3%).

MAINE 2019 CHNA  WWW.MAINECHNA.ORG

Figure 7. Physical activity and obesity levels for
adults and high school students
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e By sexual orientation, the rate of obesity among
high school students was significantly higher for
those who identified as bisexual (22.0%), gay or
lesbian (21.8%), or other (20.4%), compared to
those who identified as heterosexual (13.9%).

See the Key Indicators Table starting on page 37,
as well as the 2018 State Health Profile, Health
Equity Data Summaries, County Profiles, and other
data reports on www.mainechna.org. These docu-
ments also include information on data sources and
definitions.
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COMMUNITY RESOURCES TO ADDRESS PHYSICAL ACTIVITY,
NUTRITION, AND WEIGHT

Table 8 lists types of assets and gaps, statewide organizations, and types of regional, county or local
organizations identified across multiple community forums.

Table 8. Assets and Gaps/Needs: Physical Activity, Nutrition, Weight

ASSETS GAPS/NEEDS

Nutrition Education Programs

Supplemental Nutrition Assistance Program and
Education (SNAP-Ed)

Let’s Go!
My Plate basics

Dietitian consults and education conducted by
hospital and primary care

Endocrinology services
Meals on Wheels
Winter Kids

Exercise facilities and classes (though some may be
cost prohibitive)

School wellness teams

Local recreation departments

YMCA

National Diabetes Prevention Program
Farms

Girls on the Run

Nutrition assistance subsidies for local healthy food
production

Funding after school and summer feeding programs

Remove cost as a barrier to activities/ venues
promoting physical activity

Finance nutrition education programs for broader
audiences (ex: parameters for SNAP-Ed)

Cooking whole foods on a budget classes

Greater promotion of opportunities for physical
activity

Support mental health component to overeating and
sedentary lifestyle (ex: check in with sponsor)
Access to healthy produce

Public awareness/encouragement of programs
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DEMOGRAPHICS

Maine is made up of 16 counties, that encompass
3,500 miles of coastline, 6,000 lakes, and 17 million
acres of forest. This terrain supports Maine's tourism,
forestry, fishing, and farming industries. Blueberries,
lobsters, potatoes, maple syrup, pulp, paper, wood,
apples, and tourmaline are among Maine's products.®

Maine's population was 1,329,923 in 2016. In 2010,
61.3% of Maine's population lived in a rural setting and
26.2% lived inside urbanized areas compared to 19.3%
living in a rural setting and 71.2% living inside urbanized
areas nationally.™

More expansive data tables are included in the
State Health Profile and Health Equity Data
Summaries. The Health Equity Data Summaries
provide selected data analyzed by sex, race,
Hispanic ethnicity, sexual orientation, educational
attainment and income. Both the health profile,
summaries, as well as an interactive data portal
can be found at www.mainechna.org.

AGE DISTRIBUTION

Age is a fundamental factor to consider when assess-
ing individual and community health status. In par-
ticular, older individuals typically have more physical
and mental health vulnerabilities, and are more likely
to rely on immediate community resources for support
compared to young people.' An aging population
leads to increased pressure on the healthcare system
and shortages in the healthcare workforce, especially
geriatricians, nurses, social workers, and direct care
workers like home health aides and certified nursing
assistants, to meet the needs of older adults.

e The percentage of the population over age 65
increased from 14.4% in 2000 to 18.2% in 2012-
2016, compared to 14.5% nationally.

* The population age 45-65 increased from 25% to
31% between 2000 and 2016.

¢ The median age in Maine was 44.0 compared to
the national median age of 37.7 in 2012-2016.

Figure 8. Age distribution for the state of Maine in 2000 and 2016
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RACE/ETHNICITY AND FOREIGN
BORN POPULATIONS

An extensive body of research illustrates the health
disparities that exist for racial/ethnic minorities,
non-English speakers, and foreign-born populations.
For example, according to the U.S. Centers for
Disease Control, non-Hispanic blacks have higher
rates of premature death, infant mortality, and pre-
ventable hospitalization than non-Hispanic whites.
While the numbers of non-white residents in Maine are
relatively small, this does not mean that these popula-
tions do not experience the health disparities found in
other parts of the United States, including increased
levels of stress due to racism.

Individuals with limited English proficiency (LEP),
defined as the ability to read, speak, write, or
understand English “less than very well,” have lower
levels of health literacy or comprehension of medical
information. This leads to higher rates of medical
issues and complications, such as adverse reactions
to medication.'*'® Cultural differences such as, but
not limited to, the expectations of who is involved in
medical decisions can also impact access to health
care and to health information. These disparities show
the disproportionate and often avoidable inequities
that exist within communities and reinforce the impor-
tance of understanding the demographic makeup of
a community to identify populations more likely to
experience adverse health outcomes.

Table 9. Race/Ethnicity in Maine, 2012-2016

MAINE

PERCENT NUMBER
Alaskan Native. 0.6% 8,013
Asian 1.1% 14,643
Black/African American 1.2% 16,303
Hispanic 1.5% 19,772
Some other race 0.2% 3,151
Two or more races 2.0% 27,126
White 94.8% 1,260,476

Data Source: US Census Bureau, 2012-2016, American
Community Survey 5-Year Estimates
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American-born children of these groups, and sec-
ondary migrants are among those who may not be
counted in these groups, but whose circumstances
may result in similar health disparities.

SOCIOECONOMIC STATUS

Socioeconomic status (SES) is measured by data

on income, poverty, employment, and education.

The extent to which one lives in areas of economic
disadvantage is closely linked to overall health status.
Low income status is highly correlated to a lower than
average life expectancy.'® Lack of gainful employment
is linked to several barriers to care, such as lack of
health insurance, inability to pay for health care ser-
vices, and inability to pay for transportation to receive
services. Higher education is associated with improved
health outcomes and social development at individual
and community levels."”

The health benefits of higher education typically include
better access to resources, safer and more stable hous-
ing, and better engagement with providers. Proximate
factors associated with low education that affect

health outcomes include the inability to navigate the
healthcare system, educational disparities in personal
health behaviors, and exposure to chronic stress.™ It is
important to note that, while education affects health,
poor health status may also be a barrier to education
See Table 10 for key socioeconomic data for Maine.

Additionally, in Maine:

e The estimated high school graduation rate increased
between 2011 and 2017 from 83.8% to 86.9%.
The U.S. high school graduation rate was 84.6% in
2016-2017.1°

e The percentage of the population over age 25 with
an associate's degree or higher increased between
2011 and 2016, from 35.3% to 39.9%. In the U.S.,
43.5% of adults over age 25 had an associate's
degree or higher in 2016.2°

WWW.MAINECHNA.ORG * MAINE 2019 CHNA






